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HEALTH- Patient Financial Assistance

olia 1S SIS by Jlipn A

Hospital or Clinic Location
oS e ol catlaBs S i g Ula (oS it (ilalia) plia o
Select the location(s) where the patient received or will receive care:

HF West Bloomfield Hospital [1 Henry Ford (HF) Hospital [

HF Wyandotte or HF Health Center Brownstown L[] HF Kingswood Hospital []
r S Calaga Sol e S [ HF Macomb Hospital []

Other, please specify: HF Medical Centers [

HF Jackson Hospital [

Slasles (S (= 4. B

Patient Information
103 S eSS g p S ol e 2 b S e s S J g g BB

Complete this section about the patient receiving care:

2L S e
Patient Name:

i 30 b tURlay & )
Medical Record Number: Date of Birth (DOB):
L () S L

Social Security Number:

1 D S ba
Guarantor ID Number:

(UALA) A A Aad C
Responsible Party (Guarantor)

TS JeSe S ma 03 o b S a8 g 5K (Sl (S o a Kol g

Complete this section about the person paying the medical bill:

(}z\ul.\M:&BW‘)g‘)euls&‘)ﬂ‘)‘JMﬁ
Responsible Party Name (if different than section B):

AL oAl e
Relationship to Patient:
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Street Address:

:&A“Sﬁ%j‘@&lﬁ)‘ﬁ

City, State, Zip Code, Country:

T g S lS © el () 8

Work Phone Number: Phone Number:

dE ek O A Ja [ e3P
Part Time Full Time Employer:

Gaaad (S Culil ) o8l @Gl D
Health Insurance Eligibility Verification

oS e S 0" L IOL ) S SO g e e @Y s A 0

o R Sajial orclan 1 _SMedicare = &I 1

Select ‘yes’ or ‘no’ for each of the following questions:

e oo O
No Yes Have you applied or been denied for Medicare?
o L o [ A ~=> Medicare .a
No Yes Medicare Part A?
o o O B ~=x Medicare .b
No Yes Medicare Part B?
o oe O C ~=> Medicare .c
No Yes Medicare Part C?
s | Jb (O f o K Koy o wl a1l < Medicaid =S 2
No Yes Have you applied or been denied for Medicaid?
e & O i 1 ss Um0 90 e 2 yie LS @i LS 5 jie Kl R 3
No Yes If you were denied, was the denial within the last 90 days?
o b O cow i wdiz s mon moa Gl o Sl (Sl iy Sadlel JLgis 3
N£) Yes Are you applying for financial assistance services related to:
§ Sas e djlg _)ﬁ)‘ .a
Motor vehicle accident (MVA)?
s O ok O f e e b
No Yes Crime victim?
wa o O Codins 585 .C
No Yes Workers compensation?
o O o O S(US sl Ulugy y sk S ) Sisa s sy .d
No Yes Other injury (for example, slip and fall)?
e ] S, O o UK Gl e Cinia s K al S aln S8 L0 plKGILS 4
NE) YQ; Does your employer or spouse’s employer offer group health insurance?
oy o O § S dalas musS i 0 6 w3 ey ) S la S8 L sl ) S QIS 5,
No Yes Did you have coverage in the last 3 to 6 months through your employer or spouse’s
employer?
e [ S, O Consolidated Omnibus Budget) &) ol S ) Giny Gunia s i3 oS WS s &1 3
No Yes ¢ = cliws < o (Reconciliation Act, COBRA
If yes, is COBRA available to you?
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No Yes Do you have any other health insurance?
(S ol A lasles (S mana Solnesigh S a
If yes, please provide the insurance information:

i [ S, O fon Sy ux e S s Henry Ford Health s oy o830 Jite il QIS 7
No Yes Are you a permanent resident who lives within the Henry Ford Health service area?

2l S Bl b s8OS b S E

Household Members and Household Employment Income
i S JeSe S a2 )b S ol oS S umi

Complete this section about the patient’s household:

ot =S S Ol fon S 8 e 68 S
(LS Slaia Cudi (5 gy § 9 Gy i AN) o UleS Jaal s il Cas b (S jree

List any How many people are in your household?
household member who earns an income (attach another sheet if needed):

2l (o= sane Al
(U8 o 355) Al e e P8 tan S S
Monthly Gross Income Relationship to Patient Household Member Name
(before deductions)
$
$
$
$
$
1l e sama nille S
Total Monthly Gross Income:

Sl B S S F

Household Other Income
tom &3 Ky S Sl m RIS deSe S —can Gl (e 2 b S (Sl (50 (S G e
Complete this section about the patient’s other income if these are other sources of income:

sla 8 ol &0 s S Sl

Amount Per Month Other Income Sources

$ ~agi/Juakal alal

Child Support/Alimony

$ 0 5 tgidal (M5 s o gon e 8 O3B QS i b

Foster Care, Township Trustee, Church Income, etc.

$ il (3 (S s U g () s J g (o

Pension, Social Security, Social Security Disability
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BURLS
Rental Property

$ s i i il 5 3 m € e
Annuities, Interest, Retirement Distribution
$ OainaS S 5L s K5 =
Unemployment or Worker’s Compensation
$ (S (Caliay oS o) ) ¢ 80
Other (please specify)

$ | &l ds S sl S

Total Other Income Sources

JECIERrE

Household Assets

o ) sk eS8 S JeS S s al e o b S U1 8 S G g
Complete this section about the patient’s household assets if these are household assets:

X and S 3
Total Type of Asset
Cash
$ S 3lS) K g
Savings Account
$ Engls) Kisa
Checking Account
$ S
Stocks
$ Bl
Bonds
$ D3 3K e
Savings Bonds
$ O G QAT e
Certificates of Deposit (CDs)
$ S B e e
Money Market Accounts
$ 338 g s
Mutual Funds
$ Ol
Trusts

$ | b1

Total Assets
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Monthly Household Expenses
fow el AL 5l 8 &) (S deSe S as (el e o )b S el AL L8 S g
Complete this section about the patient’s household expenses if there are any household expenses:

ole (B ) pd Sz A
Amount Per Month Type of Expense
$ S
Rent
$ 5
Mortgage
$ Juaka) alaal
Child Support
$ Ol S AL S
Groceries
$ S S 638
Vehicle Payment
$ i ple
General Bills

$ | wlalal b sl Ml JS

Total Monthly Household Expenses

<Ol

Authorization

=SS ot S G (Sl g e S Al e Gillae S K8 R ) sy HFH 203 S o) e

S Slaslaa sl S HFH Ge -gse W D 3la) (S el al S Slaglae 3 ga g0 (e Gl 53 )3 () S Henry Ford Health (HFH)
Gadea (S il W sl J8 5, U8 Jeala &5 (S goem SRS Gae e e s 03 AS U W kel (S S i
23 )S ail 58 (5 yaa e ol g2 53 (sl L Ul 90ma SS G S o USeu g0 JWl U S Jaals ) o gl ¢ slae anlia ) (L S
O s e S S G SR S e G dSe ) G cnia (o s b (53 sl (S el gl il slae pla
8 =S e ) o S Sla (I ol el (e pla gt dale L dale il glae 03 )S ail (5 e nS o Ul LS (i IS
Caly o S cule 5 (S ol e 550n ot (oS G 8 US Ui sl med (S (Sl s sl daSa (S ) Ul ey
(05 USG5 S U (50 mad (S Bl (S 1Y)

| hereby authorize the release of the information contained in this application to Henry Ford Health (HFH) for
the determination of my eligibility status for financial assistance in accordance with HFH policies and
procedures. | authorize HFH to verify this information as necessary, which may include but is not limited to,
obtaining a credit bureau report, verifying employment and/or income, and obtaining appropriate supporting
documents. All information and income documentation provided by me in this application is true, accurate
and complete as shown. If it is determined at any time the information | provided was false or inaccurate, all
financial assistance will be reversed, and | will accept responsibility for full and immediate payment of any
and all outstanding balances. | also agree to accept payment responsibility for any amount due after any
partial financial assistance discounts.

Print Name:

AL oAl e
Relationship to Patient:
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Signature:

DY

Date:

oS @l s (Sl g w S8 Ol Gl s (A sl o S e Saglies g Sl AS S Bl e Sol
om e S e..‘:\)s S Y Bl L@ eLA:\ BN C”d CS

Please verify that you have completed this document and provided all applicable documentation needed to
process your request before you return your application:

LS S S Gladia alad S il 53 )0 Cusens Fo )5 ) el
Completed all pages of application, including signature and date.

1S Sdhuia (1099 p) (el Bokie b s) (W-2 o) il S (8l s ioad (S dhs s 4
Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous Income
(Form 1099).

co Sl Gt S (sine 2 AT e S LS (S m Jlu (S8 S 8
Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

(oS Sl Sy GSE oS Gl W) ) S (1040 pK) s Als
Attached your Federal Income Tax return for the most recent year (form 1040).

(oS Sluie IS S (S5 Al Sy of e b gt S a0 )8 (R e SO
Attached a copy of your Michigan driver’s license or Michigan state identification card.

.ﬁ},}u/tj.\i.ﬁ\; :uﬁmumm\ﬂﬁdhéuwjiﬁﬁié%]
Attached your last two months of recent bank statements: checking/savings.

(o2 5 ¢Sl (Sl S 1Jle L) gl oo S Sduia € Sl (5 50
Attached proof of other income (or example: rental income, etc.)

‘oS Sluia JLalS (S 35S Qe e S8 5 o @S ol S R
Attached copies of medical insurance cards if you have coverage.

(S S S S S had (6,80 S Mediicaid 58 L8 Ly S Sl ) g canl i a3 R
Attached a copy of the Medicaid denial letter if you applied and were denied.
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[

[

O

O

.51\.&.“:ﬁ)&)duuﬁﬁjjﬂéué\dgdécgo‘ﬁhm)a\Suu\P‘)A‘_é*J cug)Sii}Se‘)Sa\).}
Please note, a statement of personal financial need may be required to further evaluate your application.

6 ) 6 d=xao Cawlg3y3 HFH PFAP 2024/14/08 -9
Page 6 of 6 HFH PFAP Application Rev. 08/14/2024
Urdu



